the complaints of severe upper abdominal pain for two days & several episodes of haematemasis & melaena for one day. History reveled that she had acute pancreatitis due to cholelithiasis two months ago. She underwent elective laparoscopic cholecystectomy one month back in outside hospital. Her operative note showed that cholecystectomy was completed without any difficulty & her postcholecystectomy status was uneventful. On physical examination, patient was toxic, anaemic, icteric, tachycardic (112/min), blood pressure-110/60mm of Hg & body temperature 101°F. She had tenderness & guarding in the epigastric ,right hypochondrium and umbilical region. Liver dullness was not obliterated, and there were no signs of generalized peritonitis. Patient got two units of whole blood in outside hospital before admitting here and oesophagogastrodudenoscopy (OGD) was tried to find out the bleeding source but that attempt failed to identify. Our laboratory result showed Hb%-9.0mg/dl, Leucocytes-10600cells/mm 3 , total bilirubin-6.84mg/dl, IU/L, AST-180 IU/L, ALP-250 IU/L, S.Amylase-812I U/L, S.Lipase-2287 IU/L, her coagulation profile was normal. Acute pancreatitis was evident.
Abdominal utrasonography did not demonstrate any pathological findings except confirming that patient is cholecystectomised. During diagnostic evaluation period, intravenous fluid resuscitation was made & hemoglobin level of the patient was brought to 11mg/dl, by 2 units of whole blood transfusion. Upper GI endoscope was done 12 hours after admission to find out the bleeding source & for giving NJ tube for feeding management .A side view endoscopy identified blood leakage through duodenal papilla (Fig-1) mildly dilated and lumen is filled up by altered signal intensity area -suspected collection, intrahepatic billiary channels are mildly dilated, the pancrease is swollen but pancreatic ducts are not dilated, the gall bladder is not visualized (H/O-cholecystectomy). At that day abdominal computerized tomography and angiography done which detects arterial supply of the left lobe of the liver by the hepatic artery and the right lobe of liver by the accessory hepatic artery-arising from the superior mesenteric artery. Sacullar aneurysm measuring about 2.1cm×1.5cm is noted in the region of gall bladder fossa arising from that accessory hepatic artery supplying the right lobe. Intrahepatic billiary channels were prominent, extrahepatic bile duct was mildly dilated and lumen was hyperdense. Pancrease mildly swollen, pancreatic ducts were mildly dilated ( Figure-2 & 3) .
ERCP & angiographic embolization was planned. However, he was taken to another hospital for financial constraint. He died there before having any intervention. 
Discussion
Hemobilia to describe bleeding into the biliary system after a sub capsular liver injury but this term now covers all reasons which causes bleeding in to the biliary tree. The term was first used by Sandblom.
3 It is a rare cause of upper gastrointestinal hemorrhage but the widespread use of invasive hepatobiliary procedures and improved recognition has increased its incidence. 4 Hemobilia can be caused by traumatic and non-traumatic reason. The most common traumatic cause in Western countries is liver trauma, followed by iatrogenic injury during diagnostic and therapeutic hepatobiliary procedures (liver biopsy, percutaneous transhepatic cholangiography). 5 Non-traumatic causes include, inflammatory disorders( cholecystitis and pancreatitis) and gallstones. 6, 7 Tumors, vascular diseases such as aneurysm and bleeding disorders may also cause hemobilia. 8 Pseudoaneurysms are differentiated from true aneurysms by the presence of a known cause such as trauma or inflammation, and by radiologic findings of aneurysmal dilatation in the setting of otherwise normal artery. Among 55 well-documented cases of hemobilia, 53% were originated in the liver, 23% in the gallbladder, 22% in the bile ducts and 2% in the pancreas . 9 Pseudoaneurysm can occur in hepatic artery, less common in cystic artery. 10 Postcholecystectomic hemobilia is one of the rarest vascular complication following laparoscopic cholecystectomy and usually occurs as a result of cystic or right hepatic arterial wall injury. 6 Postcholecystectomic hemobilia usually occurs 4 weeks after operation. 11 Common bile duct wall injury also cause hemobilia. 6 Postcholecystectomic hemobilia due to vascular wall injury may be caused by physical, thermal and chemical injury during laparoscopy, but even it is not yet proved .Furthermore operation reports of the hemobilia patients frequently describe inflamed gallbladders and difficult cholecystectomies. 8 Clinical presentation of hemobilia can be variable and intermittent. 3 Severe hemobilia resulting in hemodynamic instability or necessitating transfusion. 12 Hemobilia is classically associated with Quincke's clinical triad (colicky abdominal pain,jaundice and gastrointestinal haemorrhage. 13 However, most patients do not present with all four of these findings. 4 Blood may clot in various locations depending on the amount and rate of bleeding, hematemesis or melena may occur.
14 Common bile duct occlusion by blood clot may lead to obstructive jaundice. 12 Obstruction of the pancreatic duct by the blood clots and reflux into the pancreatic duct leads to pancreatitis which is another causes of hemobilia 15 .Acute biliary symptoms and signs combined with acute upper gastrointestinal bleeding should strongly suggest the possibility of hemobilia. 8 The clue to the diagnosis of Acute Pancreatitis due to hemobilia is a manifestation of UGI bleeding in the background of Acute Pancreatitis. 16 The association of haemobilia and Acute Pancreatitis is rare. It has been reported after liver biopsy, percutaneous transhepatic billiary drainage & hepatocellular carcinoma. 17 For the diagnosis and evaluation of hemobilia sonography and computed tomography are helpful in assessing the possibility of tumor or stone disease. 9 Another useful investigation is MRCP, which can show biliary dilatation and irregular filling defects, can distinguish blood from stones and sludge and may be helpful when the diagnosis is uncertain. 8 The diagnosis of hemobilia is most frequently made by upper endoscopy or ERCP. 19 If bile duct obstruction is suspected, early ERCP is advisable. 14 ERCP and clot retrieval by balloon sweep was performed in addition to embolization. 20 Angiography should be considered early in cases of trauma or known tumor for both diagnosis and therapy; it is useful in localizing the site of bleeding. 8 Hemobilia from a hepatic artery source frequently requires transcatheter embolization via a right femoral artery approach or even hepatic artery ligation, which can result in liver failure in patients with underlying hepatic insufficiency . 12 Angiography may provide an opportunity for arterial embolization which can be simple & safe . Vascular injuries during laparoscopic cholecystectomy may occur in 0.2%-0.5% cases and these injuries are also reported that they may cause hemobilia with pseudoaneurysmatic dilatation. 8 In case of massive bleeding mortality rate can be as high as 50%. 
Conclusion:
Hemobilia after cholecystectomy and acute pancreatitis after hemobilia which resulted from liver trauma are previously and separately described conditions in the literature. But hemobilia rising from a pseudoaneurysm after cholecystectomy and causing acute pancreatitis is a rare condition. Our patient had a hemobilia which caused obstructive jaundice and acute pancreatitis one month after cholecystectomy & our patient also had two vascular abnormalities.
